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Mid Hampshire Healthcare (MHH) is a GP Federation created in 2014, covering the Winchester and Andover regions of Hampshire

(4PCNs/18 practices*). In the first quarter of 22/23 MHH entered into a collaborative working partnership with Novartis** enabling the

setup and launch of a lipid management clinic across the GP Federation practices, taking into consideration the new/updated lipid

management pathway (https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/National-Guidance-for-Lipid-

Management-Prevention-Dec-2022.pdf) and addressing the future of lipid management within Primary Care. The service is for

secondary prevention and includes - where appropriate - the new injectable therapy inclisiran. Wessex Academic Health Science

Network (AHSN) has provided project management resource and chairs the regular working group meetings. This report details the

implementation journey to date and has been written by the AHSN team with input from the project working group. The purpose is to

provide some initial insight into the implementation which may help MHH with future plans. It is not an evaluation of the effectiveness

of the service as the available data is not sufficient to conduct a robust evaluation at this stage.

PCN Surgery

Winchester City Friarsgate Practice 

Winchester City St Clements Surgery

Winchester City St Paul's Surgery

Winch Rural North/East Alresford Surgery

Winch Rural North/East Gratton Surgery

Winch Rural North/East Stockbridge Surgery

Winch Rural North/East Watercress Medical/Mansfield Park Surgery

Winch Rural North/East West Meon Surgery

Winch Rural North/East Two Rivers/Whitchurch

PCN Surgery

Winch Rural South Bishops Waltham Surgery

Winch Rural South Stokewood Surgery

Winch Rural South Twyford Surgery

Winch Rural South Wickham Surgery

Andover Adelaide Medical Centre

Andover Andover Health Centre

Andover Charlton Hill Surgery

Andover Shepherds Spring Medical Centre

Andover St Mary's Surgery

* Mid Hampshire Healthcare PCNs/Practices  

Introduction and purpose of the report 

Mid Hampshire Healthcare 
Practice locations** https://www.novartis.com/uk-en/about/partnerships/collaborative-working

https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/National-Guidance-for-Lipid-Management-Prevention-Dec-2022.pdf
https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/National-Guidance-for-Lipid-Management-Prevention-Dec-2022.pdf
https://www.novartis.com/uk-en/about/partnerships/collaborative-working
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Mid Hampshire Healthcare Cardiovascular Risk Review Pathway
The latest version of the service pathway is opposite

(figure 1). Patients are identified via an initial search run in

the practice’s clinical system either by the practice team or

remotely via Mid Hampshire Healthcare (MHH) or the

Hampshire and Isle of Wight central pharmacists’ team.

MHH review the results and manually identify patients

who meet the criteria (age/lipid profile/correctly coded). A

list of those identified by the initial search but not meeting

the criteria is returned to the practice for review and

potential optimisation of existing therapies (if required).

Patients identified as being suitable follow the pathway

(figure 1) involving an initial telephone call, cardiovascular

risk review and blood test and follow up call with a

GP/prescribing pharmacist who recommends treatment

based on the results of the blood test and review. If the

recommendation is to titrate existing medication or try

alternative treatments, the patient is referred back to their

practice. If inclisiran is suitable they are booked in for their

initial loading dose and subsequent injections at an initial

3- and then 6-monthly intervals. If specialist guidance is

required, MHH refer back to the patient’s practice and/or

consult with a consultant chemical pathologist.

Figure 1

Primary Care Nurse Consultant  - MHH Clinical Pharmacist - MHH

Clinical Lead/Nurse Manager – MHH Clinical Director - MHH

Project Manager, Cardiac Risk Pathway - MHH Programme Manager – Wessex AHSN

Business Operations Manager - MHH Joint Head of Medicines Optimisation, North and Mid Hants – HIOW ICB

Non-Executive Director - MHH South West System Lead Pharmacist – HIOW ICB

Project Working Group  
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Practice
Identified by 
initial search

Suitable for next phase -
Initial telephone 

consultation
Attended a clinic

Follow up phone 
call

Outcome -Inclisiran 
prescribed

Gratton 38 12 10 7 3

Wickham 125 17 14 9 4

St Clements 80 13 Clinic 28th Feb

Shepherds Spring 43 11 7 4 3

Stockbridge 66 10 5 4 4

Charlton Hill 67 14 11 6 ?

Bishops Waltham 116 24 Clinics in March

Two Rivers 80 12 5 5 1

Twyford 76 20 5 3 1

To date (end of February 2023) 9 of the 18 practices

(Figure 1) that make up the federation have agreed to take

part in the project, have had patients identified via the

system search/manual prioritisation process and that have

either attended a clinic or are waiting to do so. There has

been a total of 14 clinics since 03 January (see Figure 2)

with more booked in for March and beyond.

In the tables shown, not every patient that attends

a clinic receives a follow up phone call/review i.e.

if their LDL cholesterol is less than 2.6. All fields

marked with a question mark are as a result of the

data not being available at the end of February.

We are still at a relatively early stage of the

adoption process and it is anticipated that more

practices will come onboard in due course.

To what extent has the pathway been 
adopted by the practices?

Figure 1

Figure 2

Clinic location Date Time
Number attended 
/ max capacity

No shows
Outcome -
inclisiran prescribed

Andover 03.01.23 17.00 - 19.00 3 0 2

Andover 04.01.23 18.00 1 0 1

Andover 14.01.23 09.00-12.45 4 1 3

South Wonston 19.01.23 10.00 -11.30 2 0 ?

Andover 21.01.23 09.00-13.00 5 1 ?

Wickham 21.01.23 09.00 -13.00 5 1 2/?

Andover 04.02.23 09.00-13.00 5 1 3/?

Wickham 04.02.23 09.00-13.00 5 1 ?

Stokewood 04.02.23 09.00-12.00 4 0 1

Andover 11.02.23 09.00-12.00 5 1 ?

Stokewood 17.02.23 N/A 1 ?

Andover 18.02.23 09.00 - 13.00 5 0 ?

Andover 24.02.23 N/A 1 ?

St Clements Surgery 28.02.23 09.30 - 15.00 ? ? ?
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Challenges Actions taken in response to each challenge
1. Identifying the patient 
cohort: the service is for 
secondary prevention and 
patients need to meet specific 
criteria to qualify 

The search process has undergone a continuous cycle of improvement as the project has progressed and 
continues to do so. Both Ardens* and the UCLP Framework** have been utilised and the central ICB 
pharmacists’ team have supported MHH by running searches for the practices. At this stage a manual 
process is required to filter the results and identify patients to call in to clinic e.g. at Shepherds Spring, 43 
patients were initially identified with 11 suitable to attend a clinic. This is an essential but time consuming 
process that will hopefully be improved in the future. Once the initial cohort has been identified the search 
is then re-run three months later to identify any new patients.

2. Member practice 
engagement

Nine of the 18 practices have currently signed up to the project and have had patients identified via the 
search process. MHH appointed a project manager (cardiac risk pathway) in October 2022 which has 
helped significantly with practice engagement. There have also been two educational events aimed at 
raising practice awareness. Data sharing agreements are in place with all of the participating practices in 
support of robust information governance processes.

3. Reluctance to attend 
evening clinics

Early feedback from patients reflected a reluctance to attend clinics in the evening. This was in part 
attributed to the time of year (winter), being dark and with potentially difficult driving conditions. MHH 
responded to the needs of their patients and now schedule almost all of their clinics during the day (mainly 
Saturday) and have a much better uptake (see Figure 2 on page 5).

What were the challenges and how were they overcome?

*  https://www.ardens.org.uk/
** Search and risk stratification tools - UCLPartners

http://*https:/www.ardens.org.uk/
https://uclpartners.com/our-priorities/cardiovascular/proactive-care/search-and-risk-stratification-tools/
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Challenges Actions taken in response to each challenge

4. Addressing the needs of 
patients identified by the 
initial search but not meeting 
the criteria to be booked into a 
clinic

An ongoing discussion point at the working group meetings has been the need for the service to be a part 
of the wider CVD pathway. On this basis, patients identified by the initial search (691 across the 9 practices) 
but not meeting the criteria to be invited to a clinic (558 which equates to 81%) are referred back to the 
prescribing lead at the practice or the PCN pharmacy team. This ensures the opportunity is not missed to 
review and amend their existing medication/treatment.

5. Prescribing restrictions for a 
federation

As a federation MHH don’t have a General Medical Services (GMS) or Personal Medical Services (PMS) 
contract, so are unable to order medication and claim back via FP34 forms. This means they cannot order 
inclisiran and claim the £10 administration fee. A number of workarounds have been trialled and patients 
are currently required to collect the medication from their local pharmacy and bring it with them to their 
appointment, so that the injection can be administered. Although a functional temporary solution this is 
not ideal and it is hoped that legislation will be changed in the future so that federations and similar 
organisations are able to hold a GMS contract. The working group continues to explore alternative solutions 
with the support of the AHSN national inclisiran team and with the ambition to establish (with NHS 
England) a mechanism for at-scale delivery of lipid management. 

What were the challenges and how were they overcome?



8

Case Study 1 ● Case Study 2 ●

65yr old male with a family history of high 
cholesterol

Coronary angioplasty and stent insertion to 
relieve a blocked artery

• Existing medication:
- Amlodipine 5mg - Rampiril 10mg
- Aspirin 75mg - Rosuvastatin 40mg

• Initial phone call with nurse and invitation to 
a lifestyle/cardiovascular risk review

• Face to face lifestyle/cardiovascular risk 
review with nurse

• Initial blood test results 
- Cholesterol 4.6 - Triglyceride 2.36
- HDL 0.97- LDL 2.6
- Cholesterol HDL Ratio 4.7

• Clinical review via phone with GP with 
recommendation to commence treatment –
inclisiran (case also discussed with a 
consultant chemical pathologist)

• Inclisiran first dose

• 2nd blood test results 
- Cholesterol 3.4 - Triglyceride 1.78
- HDL 1.19 - LDL 1.4
- Cholesterol HDL Ratio 2.9

• Inclisiran second dose

2014

1/9/22

8/9/22

Sept 22

21/9/22

24/11/22

Feb 23

24/2/23

79yr old male 

Stent insertion in the left anterior descending 
artery (LAD)

• Existing medication:
- Atenolol 50mg  - Aspirin 75mg
- Omeprazole 40mg - Atorvastatin 80mg
-Tamsulosin 400microgram

• Initial phone call with nurse and invitation to 
a lifestyle/cardiovascular risk review

• Face to face lifestyle/cardiovascular risk 
review with nurse

• Initial blood test results 
- Cholesterol 7.0 - Triglyceride 4.68
- HDL 1.07 - Cholesterol HDL Ratio 6.5
- LDL – Unable to calculate as riglyceride >4.5

Clinical review via phone with GP with 
recommendation to commence treatment –
inclisiran

Inclisiran first dose

Second blood test results 
- Cholesterol 4.0 - Triglyceride 1.31
- HDL 1.27 - LDL 2.1
- Cholesterol HDL Ratio 3.1

Inclisiran second dose

2011

1/9/22

8/9/22

Sept 22

21/9/22

24/11/22

Feb 23

24/2/23

Patient feedback/case studies

At the time of publication, two patients have
followed the new pathway through from start to
finish and have received both of their initial doses of
Inclisiran, with a three month interval. Future
injections (maintenance) will now be at 6-monthly
intervals.
The case studies (shown on the right) map their
journey through the new service and how the
treatment to date has affected their cholesterol
levels. Data has been obtained via a patient
satisfaction survey, the service provider and a follow
up interview where possible. Feedback from the
patients has been overwhelmingly positive and their
cholesterol levels have improved from the initial
baseline blood test to the second test performed 8
weeks after the initial injection.
Both of these examples involve inclisiran but it is
important to note that it is not the only outcome
from the service. Patients suitable for titration of
their existing medication are referred back to their
practice to action the recommendation. Patients
identified with other conditions such as high blood
pressure are encouraged to visit their GP to discuss
treatment options. The face-to-face appointment
also reviews and offers lifestyle advice.
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Not relevant 
to this 
consultation

No, not at 
all

No, not 
really

Yes, but not 
fully

Yes
Yes, 
completely

The service has given me an increased knowledge and 
awareness relating to my cholesterol levels.

At every stage of the process things were explained to 
me in a clear and concise manner.

Were you involved as much as you wanted to be in 
decisions about your care and treatment?

Do you have confidence in the decisions made about 
your cholesterol levels or treatment?

At every stage of the process were you encouraged to 
ask questions?

Were all of your questions answered to a level you 
were satisfied with?

Were you treated with respect and dignity at every 
stage of the process?

Is your treatment so far achieving the desired results?

Overall, have your experiences with Mid Hampshire 
Healthcare’s new lipid management service been 
satisfactory?

●●

●●

●●

●

●●

●●

●●

●●

●●

Patient feedback/case studies 

●
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0 1 2 3 4 5 6 7 8 9 10

Still feels very new   When you work on the new service how familiar does it feel?   Feels completely familiar

0 1 2 3 4 5 6 7 8 9 10

Do you feel the new service is currently a normal part of your work?    

0 1 2 3 4 5 6 7 8 9 10

Do you feel the new service will become a normal part of your work?

Staff feedback ●●●●●●

●● ●●●●

● ●● ●●

● ●●●●

Less than 1 year 1-2 years 3-5 years 6-10 years 11-15 years 15+ years

How many years have you worked for/with Mid Hampshire Healthcare?

●●●●●●

Admin Support HCA Nurse Service 

Manager

Pharmacist Board Member

2 1 1 2

How would you describe your professional job category?

Individual responses are represented

by the following coloured dots:

* Finch, T.L., Girling, M., May, C.R., Mair, F.S., Murray, E., Treweek, S., Steen, I.N., McColl, E.M., Dickinson, C., Rapley, T. 
(2015). Nomad: Implementation measure based on Normalization Process Theory. [Measurement instrument].

Six members of staff involved with the delivery of
the project completed the NoMad*
(implementation measure based on
Normalisation Process Theory) survey, designed
specifically to understand how new technologies
and complex interventions are applied and
integrated in health care. Employment duration
ranged from less than 1 year to 3-5 years and a
range of roles are represented from those
involved in the design/ongoing development of
the service through to those delivering on the
ground. Familiarity with the service varied which
is to be expected, given that some members of
staff were new to the organisation. They did
however feel that the service would become a
normal part of their work in the future. The
general feeling was that there is a good
understanding of the service (C - page 11) and it
is adequately supported by management (4 of 6)
and of value to patients (C3 - page 12). All
surveyed are open to new ways of working and
plan to continue supporting the service (C2 -
page 11).
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Part C2                                                                                                                      
Strongly 
agree

Agree
Neither 
agree or 
disagree

Disagree
Strongly 
disagree

Not 
relevant 
to my role

Not 
relevant 
at this 
stage

Not 
relevant to 
the 
intervention

There are key people who drive the new service forward and get 
others involved

I believe that participating in the organisation/delivery of the new 
service is a legitimate part of my role

I’m open to working with colleagues in new ways to organise and/or 

deliver the new service

I will continue to support the new service

Staff feedback 

●●●
●●●

●●●●●●

●●●●●●

●●●
●●●

Part C: Detailed questions about the implementation of the 
cholesterol management service

Strongly 
agree

Agree
Neither 
agree or 
disagree

Disagree
Strongly 
disagree

Not 
relevant 
to my role

Not 
relevant 
at this 
stage

Not 
relevant to 
the 
intervention

I can see how the new service differs from usual ways of working

Staff in this organisation have a shared understanding of the purpose 
of the new service 

I understand how the new service affects the nature of my own work

I can see the potential value of the new service for my work

●●

●●●●

●●●●

●●●

●●
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Part C4                                                                                                                      

I am aware of reports about the effects of the new service

The staff agree that the new service is worthwhile

Feedback about the new service can be used to improve it in the 

future 

Staff feedback 

●●

●●●●●●

●●●●●●

●●●●

Part C3

I can easily integrate the new service into my existing work 

The new service disrupts working relationships

I have confidence in other people’s ability to organise and/or deliver 

the new service

Work is assigned to those with skills appropriate to the organisation 
and/or delivery of the new service

Sufficient training is provided to enable staff to organise and/or 
deliver the new service

Sufficient resources are available to support the organisation and/or 
delivery of the new service

Management adequately supports the new service

●●●●●

●● ●●●●

●●●●●●

●●●●●●

●

●●●●●●

●● ●●●●

●●●●●●

Strongly 
agree

Agree
Neither 
agree or 
disagree

Disagree
Strongly 
disagree

Not 
relevant 
to my 
role

Not 
relevant 
at this 
stage

Not relevant 
to the 
intervention

Strongly 
agree

Agree
Neither 
agree or 
disagree

Disagree
Strongly 
disagree

Not 
relevant 
to my 
role

Not 
relevant 
at this 
stage

Not relevant 
to the 
intervention



1313

Conclusions/considerations

1. Implementing a new service such as this requires careful
planning and the flexibility to adapt to challenges that arise.
Regular project team meetings are an essential component of
this and enable quality improvement methodology to be utilised
in a cycle of continuous improvement.

2. Engaging with member practices/key stakeholders is an
important factor for a service to be successful. Multiple channels
have been used to achieve this i.e. email, educational webinars
and face-to-face meetings. It is equally important to make it as
simple as possible for participation to occur. MHH have provided
data sharing agreements and have had support from the ICB
central pharmacists’ team, who have been able to run the
searches remotely and reduce the additional burden on primary
care.

3. It is important to have support from the wider system and to
ensure any new service takes into consideration the wider care
pathway. The clinics are targeting a specific high risk cohort but
have a structure in place that ensures there is an opportunity to
address the needs of those identified initially but unsuitable for
the service.

4. The service has made progress within the period 03 January
2023 to 28 February 2023 (commencement of regularly
scheduled clinics). Without appropriate planning and resource
allocation this would not have been possible. Actively working
with 9 of the 18 practices across the federation’s geography is an
indication of interest in the adoption of the new pathway with
further expressions of interest received from other practices.
However, it should be noted that those practices who have not
yet engaged with the pathway were not included in this report,
and their reasons are unknown.

5. Inclisiran was recommended by NICE in secondary prevention on
06 Oct 2021 and included in the local formulary for prescribing
in primary care circa March 2022. 45% of all HIOW PCNs are
prescribing inclisiran. Whilst the participant PCNs are prescribing
a greater number of inclisiran items, we are unable to relate the
early project findings regarding clinical experience of prescribing
across the broader region until more patients receive the lipid
management service.

6. This report does not have sufficient data to comment on the
outcome of the implementation of the new pathway. A review of
its impact will require an objective independent evaluation once
more data is available.

7. To help establish the broader value of this service, it would be
useful to track outcomes of the patients who have been referred
back to their own practices for lipid optimisation, CVD risk
review, lifestyle advice and alternative treatment options.

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Furlsand.esvalabs.com%2F%3Fu%3Dhttps%253A%252F%252Fwww.nice.org.uk%252Fguidance%252FTA733%26e%3D2cb28afd%26h%3D817dacfa%26f%3Dy%26p%3Dn&data=05%7C01%7Crob.payne%40wessexahsn.net%7Cb839b7cd62364d7e487f08db684347ab%7C83777d80488347de82e432532846a82d%7C0%7C0%7C638218410405316932%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=YsJ%2FlEyAVmIRi4d5ENqC3nHdv%2F9VjqjNfnKYTKqD77s%3D&reserved=0
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AAC National Guidance for Lipid Management 15-16

Mid Hampshire Healthcare Lipid Clinic Project Logic Model 17
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NHS England Accelerated Access Collaborative - National Guidance for Lipid Management 
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NHS England Accelerated Access Collaborative - National Guidance for Lipid Management 
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Mid Hampshire Healthcare - Lipid Clinic Project Logic Model
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Mid Hampshire Healthcare - Initial correspondence to practices
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Mid Hampshire Healthcare - Patient Satisfaction Questionnaire
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Mid Hampshire Healthcare – Service summary slides for educational webinars



Wessex Academic Health Science Network Limited
Innovation Centre
Southampton Science Park
2 Venture Road
Chilworth
Southampton
S016 7NP

E: enquiries@wessexahsn.net
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T: 023 8202 0840

wessexahsn.org.uk
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